
are forming, would explain the fistula, but not the
atresia. In order that both atresia and fistula be caused
by one factor, a faulty 'anläge' with resultant malfor¬
mation must have existed."

Shattock 4 believes that at the time when the pouch
from which the lower air passages develop is formed
from the anterior wall of the mesenteron, the posterior
wall occasionally participates in the process sufficiently
to be drawn forward, thus narrowing the lumen.
When, subsequently, the lateral pouching for the forma¬
tion of the larynx develops from the stomodeum just
above this region, so much of the already narrowed
lumen is consumed that the connection between the
upper and lower portions is left communicating with
the air passages.
Jordan 5 makes an interesting embryologie note when

he says that in a series of loggerhead turtle embryos,
the esophagus was observed to be solid for a greater or
less extent, approximately from the point of origin of
the respiratory anläge to its bifurcation in the bronchi,
from the twelfth to the thirty-second day of incubation ;
probably esophageal atresia persists practically to near
the end of the incubation period (eight weeks) at a
level just behind the opening of the larynx.

Fig. 5.—Atresia of esophagus with the formation of a pouch. The
lower end of the sac is about opposite the third dorsal vertebra. Below
the shadow of the sac may be seen the shadow of the trachea to its
bifurcation and the main and smaller bronchi of the right lung.

This is significant because of the relatively longer
persistence (normally) of the occlusion than has been
described for any other form, and because of the close
relation of the atresia to the point of origin of the
respiratory anläge,
The epithelial obliteration of the esophagus has been

described by Kreuter 6 in the human embryo. Lewis 7

describes esophagi pervious in four embryos measuring
from 8.4 to 18 mm., and regards atresia of the esoph¬
agus in the human embryo ás abnormal at all stages.

SUMMARY

1. Up to July 1, 1920, 146 verified cases of atresia of
the esophagus have been reported in infants.

2. The commonest type is a blind upper sac, a lower
sac opening into the trachea above the bifurcation; 103
out of 146 are of this type, that is, 70 per cent.

3. Accompanying abnormalities of other parts of the
body are common.

4. The most favored embryologie explanation is
failure of closure of the tracheo-esophageal septum.

4. Shattock, S. G.: Congenital Atresia of Esophagus, Tr. Path. Soc.
London 41:87, 1890, quoted from Plass.

5. Jordan, H. E.: A Case of Normal Embryonic Atresia of the
Esophagus, Proc. Nat. Acad. Sc. 3:264-267, 1917.

6. Kreuter, E.: Ztschr. f. Chir. 79: 1-89, 1905, quoted from Jordan.
7. Lewis, F. T., in Keibel and Mall: Human Embryology, pp. 355\x=req-\

368, quoted from Jordan.

The three most extensive recent studies in English
of the literature of atresia of the esophagus are, chron¬
ologically: Griffith and Lavenson,8 1909; Cautley 9 of
London, 1917, and Plass,10 from Johns Hopkins, 1919.
The most comprehensive of these is Plass', who

reports 136 cases verified by himself, thirteen unveri¬
fied ; who provides eighteen pages of bibliography, cit¬
ing 204 articles and who covers the period from 1703,
the first reported case, to 1916.

11 East Sixty-Eighth Street.

AN UNUSUAL PAIN SYNDROME ASSO-
CIATED WITH THE PRESENT

WAVE OF INFLUENZA.
THOMAS F. REILLY, M.D.

Professor of the Practice of Medicine, Fordham University School
of Medicine

NEW YORK

In the month of March, 1921, I observed a group of
patients presenting, as a characteristic symptom, an
unusual localization of pain in association with other
evidences of influenza. The clinical symptoms are
about as follows: The patient suffers with a mild
head cold for a few days or even longer, when he is
suddenly taken with a severe pain on the right side,
usually, on a level with the insertion of the dia-
phragm; the paroxysms, in many cases, last about one\x=req-\
half hour, returning at intervals of two or three hours
throughout the day. In others, the pain is continuous
from the start. In many instances, within thirty-six
hours, the pain shifts to the left side at the same level,
but is less severe; sometimes it entirely disappears
from the first side affected. In others, the pain alter-
nates after the second or third day and the attacks
become less frequent and less severe, disappearing
entirely within a week. In some instances, the pain
level is as high as distribution of the sixth dorsal nerve ;
in others, it corresponds with the distribution of the
ninth dorsal nerve. Tenderness over this area is
present in a small proportion of cases; disturbance of
epicritic sensation is never noted.
In most of the patients, Muzzy's button (a point of

tenderness at the junction of the line of the tenth costal
cartilage with the parasternal line) is exquisitely tender
on one side or other. None of the phrenic zones in the
neck or upper chest are noted as being tender.
It is common to hear the complaint that the patient

does not wish to take a breath ; not that the pain is so

exquisite, but that it requires such a great effort.
Some describe it as a burning pain ; others, that it feels
as though the liver were bursting. A fair proportion
of the pateints complain of a pain in the midlumbar
region, after the first three days. This resembles the
common backache so frequently noted after any head
cold. Three patients complained of a colicky pain in
the region of the liver. After the first thirty-six hours
the pain is not intense and, for that reason, few of the
cases reach the general hospital. In some instances,
the paroxysms are associated with nausea; the nausea

8. Griffith, J. P. C., and Lavenson, R.: Congenital Malformations of
the Esophagus with Report of Case, Arch. Pediat., March, 1919.

9. Cautley, E.: Malformations of the Esophagus, Brit. J. Child. Dis.
14: 1-10 (Jan.-March) 1917.

10. Plass, E. D.: Congenital Atresia of Esophagus with Tracheo\x=req-\
Esophageal Fistula, Associated with Fused Kidneys, Johns HopkinsHosp. Rep. 18:259-286, 1919.
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is independent of the taking of food and is made worse

by the movement in bed ; in others, flatulence is a
marked symptom. A few patients complain of a dull
headache, extending along the base of the brain from
forehead to occiput. The temperature varies from 99
to 101, pulse 80, and the blood count from 8,000 to
10,000 white cells, with an average of 72 polymor-
phonuclears. The general appearance of the patient
does not suggest that he is seriously ill, yet the sharp
localization of the pain is strongly suggestive.
The importance of recognizing this group is evident,

because of its simulating other serious diseases. The
absence of marked clinical evidences of influenza of
the respiratory type serves to divert one's attention
from such a possibility when the symptoms point to a
definite location, as it does in these cases. In two
instances, good observers made a diagnosis of chole¬
cystitis and, oddly enough, in five of the cases observed
by us there were old, real abdominal or chest pathologic
conditions: (1) cholecystitis; (2) uterine fibroid ; (3)
old appendix adhesions ; (4) presence of an extensive
bronchitis, and (5) chronic endocarditis. Change of
the location of the pain, on the second day, to the oppo¬
site side, usually makes it easy to rule out the diagnosis
of cholecystitis, which was usually the first impres¬
sion that the case made on one's mind. It was not so

easy to rule out a diaphragmatic pleurisy, except that
the attack passed off too quickly for the latter disease.
However, it might very well be argued that influenza
is so protean in its manifestations that there is no use
in trying to group any symptom complex. The group¬
ing here reported is so distinct and so frequent as to
establish a clinical entity.
In 1899, I* reported a series of cases under title of

"An Epidemic of Intercostal Neuritis (?)" with an

interrogation. The symptoms in these cases were
almost identical with those in the present series, except
that herpes on the face or trunk was very frequent in
the former epidemic. A similar epidemic was reported
the same year in the Deutsche medizinische Wochen¬
schrift. Since then, I have never seen a similar group
of cases. That the syndrome is not due to a true inter¬
costal neuritis is quite evident, yet the distribution of
the pain at the time suggested it. These cases are,
definitely not true intercostal neuralgia ; and the fact
that the pain is not confined in every instance to the
diaphragmatic region suffices to rule out a diagnosis
of diaphragmatitis.
Whether the original pathologic condition is in the

posterior root ganglion of the cord at this level or is
due to changes in the gray nuclei at the base of the
brain will have to await pathologic material. The close
resemblance that the pain distribution and other symp¬
toms of some of these cases bear to the so-called spinal
type of influenzai encephalitis makes it strongly sugges¬
tive that the pathologic condition is cerebral, involving
the gray nuclei at the base. The evanescence of the
symptoms is explained by the presence of an exúdate
between the nerve bundles that is quickly exuded and
as quickly absorbed, as has been suggested by Boyd.
In no case was there twitching present, but tremors in
other parts of the body were not uncommon. The con¬
nection with influenza is based on the facts that, in
almost half of the cases, there were undoubted
instances of influenza in the patient's household, or he

1. Reilly, T. F.: Tr. New York State M. A., 1899.

had been recently exposed to that disease ; there had
invariably been a preceding head cold ; there was

evidence of influenza in the mouth, and the duration of
the attack was four days, or a multiple of four. Of
course, in the absence of any certainty of etiology of
influenza itself it is not possible to make out more than
an inferential connection. So far as I am aware, this
syndrome has not been described heretofore in the
present epidemic of influenza.
The pain was relieved, temporarily, by strapping and

by hot applications. A combination of 10 grains each
of acetphenetidin and acetylsalicylic acid, given every
three hours, usually, controlled the pain. In a few
instances, a hypodermic of morphin was necessary.
34 West Eighty-Eighth Street.

Clinical Notes, Suggestions, and
New Instruments

A CASE OF ORIENTAL SORE (OF ITALIAN ORIGIN)
ENCOUNTERED IN THE UNITED STATES

Robert D. Spencer, M.D., Ashland, Pa.

Pathologist, Ashland State Hospital
This case of cutaneous leishmaniasis was encountered in

a patient admitted to the Pennsylvania State Hospital at Ash-
land, Pa., Oct. 15, 1920. It is reported because of the rarity
of such cases in this country. The subject was an Italian,
aged 18, a recent immigrant into this country, who applied
for admission to the hospital for treatment of a large sore on

Fig. 1.—Patient with sore on right cheek.

his right cheek (Fig. 1) and two smaller but similar lesions
on his left wrist. The sore on the face started as a small
papule five months previously while he was employed as a
farm laborer near Isea, Italy. The lesion at this time was
soft, without discharge on being squeezed, and was not pain-
ful, but itched. The larger sore on the wrist began in a
similar manner four months before admission to the hospital,
and the smaller one on the wrist three months before admis¬
sion, appearing about one week prior to his sailing from
Naples for America. The patient states that with the appear¬
ance of the first of these lesions he frequently had chilly sen¬
sations and began to perspire greatly on little exercise. Aside
from these lesions there is little of medical interest in his
history. Physical examination of the chest was negative,
save the signs of a mild bronchitis, the remains of a more
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